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T7a Grommets for Otitis Media with Effusion in Children
Instructions for use: To GPs: Please refer to the full policy and complete the box below prior to referral. To Consultants: Please refer to the full policy, complete the box below and file for future compliance audit. The CCG will only fund Grommets for Otitis Media with Effusion in children (age under 18 years) when the following criteria are met: In ordinary circumstances not sure where this asterix refers to, referral should not be considered unless the patient meets one or more of the following criteria.(please tick)
The otoscopic features are atypical and are accompanied by a persistent foul-smelling discharge suggestive of cholesteatoma (Urgent referral) OR
The child has excessive hearing loss suggestive of additional sensorineural deafness (Urgent referral) OR For children with hearing impairmentthere has been a period of watchful waiting of at least 3 months from diagnosis of OME AND Child has proven, persistent hearing loss with a hearing level in the better ear of 25-30 dBHL or worse averaged at 0.5, 1, 2 and 4 kHz, (or equivalent dBA where dBHL not available). This should be confirmed on two occasions separated by 3 months or more (results of formal testing should be included in the referral letter) OR
The child has proven, persistent hearing loss less than 25-30 dBHL AND the hearing loss is having a significant impact on the child's developmental, social or educational status (results of formal testing should be included in the referral letter) OR There is persistent bilateral OME with hearing loss and/or significant impact on developmental, social or educational status
As the presence of a second disability such as Down's syndrome or cleft palate can predispose children to OME in such children it is left to the clinician's discretion how far this policy will apply.
If clinician considers need for referral/treatment on clinical grounds outside of these criteria, please refer to the CCG's Individual funding request policy for further information.
.Consultant use only Please complete the following and file for future compliance audit.
Referral criteria is met and the patient will benefit from the proposed treatment: yes / no Signature………………………………….
Consultant name: ………………………. 
